One of the major concerns of health services today is the large increase in costs, particularly for services which depend on sophisticated technology for their development. The conflict between increasing costs and financial ceilings has made it imperative to examine the effectiveness of such services. Units for intensive or special care of infants are costly to equip and run, and such units are particularly good examples of areas where technical advances have played a prominent part in development. It is also appropriate that they have been to the fore in examining their own efficacy. Several reports have indicated that the units reduce mortality and morbidity'-3 but this view has been questioned,4 and in one, a review of cases from an intensive care unit, no appreciable reduction in mortality, or morbidity, was found for infants of very low birthweights (VLBW) (:1500 g) over almost two decades.5 A serious drawback of these several reports is that they came from ' 2001 -2250, and 2251-2500 g. Since 1963 the group <l1500 g has been subdivided into <1000 and 1001-1500 g. These records also include, for each birthweight group, the number of infants who died within 24 hours-that is on day 0-and the number who died during days 1-28 inclusive. From these data, the stillbirth, day 0, day 1-28, and neonatal mortality rates can be calculated for each group of LBW infants.
Data based on the civil registration of births and deaths, for stillbirths, day 0, and day 1-28 deaths, of all birthweights are published by the Office of Population Censuses and Surveys.7 In order to find these mortality rates for infants of birthweights >2500 g it is necessary to subtract the birth notifications from the total birth registration figures. There is a small discrepancy between the total notified and registered births and an inaccuracy is so introduced. However 
Results
The trend in the stillbirth rate for each birthweight group is shown in Fig. 1 . In all groups there has been a steady improvement since data were first collected in 1955; for infants weighing over 2500 g the stillbirth rate has fallen by over two-thirds from 12 3 per 1000 total births in 1955-6 to 3-4 in 1977-8. The rate fell by 64, 57, 52, and 33 % respectively, in the birthweight groups 2251-2500,2001-2250, 1501-2000, and < 1500 g between 1955-6 and 1978-9.
In contrast, the trend in day 0 mortality shows little improvement between 1953-4 and the early 1960s (Fig. 2 ). There was, indeed, a brief increase in day 0 mortality in the late 1950s which was present in all birthweight groups (Table) ; it is particularly obvious for infants weighing 2001-2250 g (Fig. 2 ). This increase in mortality has been noted9 and was attributed to a change in policy regarding oxygen after evidence that oxygen could cause retrolental fibroplasia.
After about 1963-4, day 0 mortality began to improve for infants weighing over 1500 g, while for the VLBW infants this improvement appeared to start about 3 to 4 years later. Since 1970, the downward trend in day 0 mortality in all birthweight groups has been sharper.
Day 1-28 mortality among those infants who survive day 0 is shown in Fig. 3 Data available since 1963 show that the improvement in the mortality of the group <1501 g is largely due to the decrease in the mortality of the group weighing between 1001 and 1500 g. It is not due only to the reduction in the proportion of those under 1000 g which formed 37.7% of the l1500 g group in 1963, and 35 5% in 1979.
If it is assumed that 10-15% of infants of birthweights 1500 g who survive have major handicaps2 5 10 the improved mortality in 1979 will mean 80-120 additional severely-handicapped children. There are fewer data on handicap rates among the heavier infants-that is 1501-2500 g-but, assuming an 8 % handicap rate,10 there will be about 50 more severely handicapped children in this group. As the numbers of minor and major handicaps are of the same order,25 it can be estimated that the 1400 extra lives saved of infants ;2500 g in 1979 might include about 1100 intact normal survivors, and 150 survivors with minor and 150 with major handicaps.
Even if the true rate of handicap were considerably greater, these extra handicaps in survivors should be viewed in perspective. About 1 % of all infants, including those of normal birthweights, have a major congenital handicap, so that in 1979 there would have been about 6400 such children born in England and Wales. We are unable to measure the benefits to those children who might have been handicapped after a stormy neonatal period some years ago but who now survive intact.
Discussion
Clinical management during the first minutes or hours of life of LBW infants may be crucial to survival. The increase in day 0 mortality rate associated with the change in the policy of oxygen administration in the late 1950s9 underlies the sensitivity of this rate as a monitor of clinical management. The recent overall fall in day 0 mortality among these infants, especially in the very small, since mid-1960s must surely represent a real improvement in their care.
Although earlier reports had publicised the importance of special7Acare for small babies,11- group.bmj.com on April 15, 2017 -Published by http://adc.bmj.com/ Downloaded from establishment of special care nurseries. Subsequent technical developments established the concept of intensive care with its reliance on highly specialised monitoring equipment, mechanical ventilation, and parenteral nutrition. Using routinely available data it is not possible to apportion improvement in mortality between special and intensive care but the outward dispersion of expertise and experience gained from intensive care is of wider import than may be immediately apparent.
While there has been a reduction in stillbirth and neonatal mortality among LBW as in normal weight infants, the crucial question that cannot be answered by any routine data in this country concerns the incidence of handicap in those who survive. Specific studies from individual hospitals provide conflicting answers; while some claim a reduction both in mortality and morbidity for the survivors,1-2 this is countered by the recent report which finds no significant change since 1961.5
These reports however, are all hospital-based and, although a unit's self-audit is wholly praiseworthy, there is inevitable bias, and such reports do not substitute for a geographically-defined population study. The bias stems from the selection of infants admitted, and results can be further affected by changes in staffing both in numbers and in personalities.
The most common major handicap associated with LBW and one that can be attributed to less than optimal management in the perinatal period is cerebral palsy. A report from Sweden suggests that much of the overall decrease in the incidence of cerebral palsy in that country is accounted for by the decrease among LBW infants ;14 unfortunately, such evidence is lacking in this country. The only national data are from the follow-up of the 1958 birth cohort'5 which provides a baseline for the incidence of handicap. 
